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January 17, 2012:289–93Letters to the EditorExercise Training as Treatment
of Depression in Heart Failure
We read with interest the thoughtful review by Downing and
Balady (1) describing in detail the pathophysiology of exercise
impairment in heart failure (HF) and the beneficial role of
exercise training in this population. The authors outline the
many pathophysiological effects of exercise but fail to include
the salutary effects of exercise on behavioral conditions, includ-
ing depression and depressive symptoms, which are estimated to
occur in 24% to 42% of HF patients (2,3). When present,
depression and depressive symptoms are associated with poorer
survival and greater use of healthcare services, including hospi-
talization, emergency room visits, and outpatient services. We
and others have demonstrated the beneficial effects of exercise
in the treatment of depression in the general population, in
patients with coronary disease, and in patients with HF, where
depressive symptoms were reduced by 40% (2–6). The impor-
tance of this high-risk and common comorbidity should not be
overlooked when outlining the many benefits of exercise train-
ing as treatment.
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for Transseptal Catheterization
Should Incorporate Difficult
Anatomic Conditions and
the Use of Intracardiac
Echocardiographic Imaging
In a recent issue of the Journal, De Ponti et al. (1) reported the
results of comparing the transseptal catheterization (TSC) perfor-
mance of electrophysiology fellows after simulator training
(Sim-T) with those undergoing conventional training (Conv-T).
The authors found better performance in the fellows who under-
went Sim-T. In the Sim-T, the imaging technique was only
fluoroscopy.
Fluoroscopy, the traditional imaging technique used for guiding
TSC, is guided entirely by the catheter position in cardiac
silhouette and does not provide direct soft tissue/structural ana-
tomic imaging. We agree with the need for adequate training of
electrophysiology fellows for TSC but feel strongly that all
advanced training should incorporate intracardiac echocardiogra-
phy (ICE) because of the nonroutine anatomic conditions that are
commonly encountered.
Many of the “contraindications” for TSC under guidance of
fluoroscopy (2,3), including a markedly dilated ascending aorta or
other distorted cardiac anatomy as a result of kyphoscoliosis or
rotational abnormalities of the heart and great vessels, have been
eliminated when TSC is performed under the ICE imaging
guidance (4). ICE imaging of the transseptal needle, as it relates to
the fossa ovalis and its surrounding structures, makes the TSC
expeditious and safe.
In our experience with training electrophysiology fellows
using ICE for TSC in left heart ablation in more than 2,000
cases, the difficult conditions for TSC have been much different
from those defined previously by fluoroscopy (2,3). Of note,
many of the difficult conditions are diagnosed/recognized only
with real-time ICE imaging before/during TSC, such as the
presence of an interatrial septal aneurysm, especially with a normal
left atrial size, a significantly vertical or transverse heart, a longer
length of the superior limbus, and abnormal thickness/fibrosis of
the interatrial septum. Manipulation of the transseptal puncture
needle to the appropriate anatomic location and guiding its entry
into the left atrium is greatly enhanced with real-time ICE
monitoring even under these difficult anatomic conditions. Cer-
tainly, electrophysiology fellows need adequate TSC training, not
just for the routine, but also for these difficult anatomic conditions.
Of note, ICE has also proven an effective real-time monitoring
tool to enhance early detection of complications, especially peri-
cardial effusion, early sheath thrombus, and damage to the intra-
cardiac structures during TSC.
P
o
B
R
P
W
t
g
R
t
t
p
292 Correspondence JACC Vol. 59, No. 3, 2012
January 17, 2012:289–93The training programs in TSC for electrophysiology fellows
need to include, not only the routine using fluoroscopy, but also
the anatomically challenging cases guided by ICE.
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Reply
We thank Drs. Ren and Marchlinski for their interest in our paper.
Their comments open 2 topics for further discussion.
The first concerns the use of simulators for electrophysiology
training. Indeed, it would be desirable to have a simulated
procedure as realistic and complete as possible with several degrees
of freedom within the simulation to render the device adaptable to
the different methodologies that different centers may employ. In
the case of transseptal catheterization, it should certainly include a
large number of anatomic variants. The addition of intracardiac
ultrasound (ICE) as an imaging tool that can also be used during
simulated procedures would be valuable as well. In fact, it has been
recommended that trainees become familiar with ICE for this and
other procedures during their fellowship (1). However, our report
describes the initial step of a longer venture. To fully develop a
complex simulation, time and resources are necessary and usually
obtained only after preliminary studies that demonstrate proof of
concept are complete. Nevertheless, our study illustrates that even
a relatively basic simulation improves the post-training perfor-
mance in transseptal catheterization, probably because trainees
learn a complex workflow better by intensively practicing in a
virtual environment than by actively participating in a few real
procedures. Implementation of the transseptal simulation is cur-
rently our priority.
The second topic for discussion concerns the use of ICE to
perform transseptal catheterization. It is clear that ICE is useful,
especially in the presence of anatomical variants, but its routine use
is not mandatory (2) nor required to safely and effectively perform
a standard transseptal catheterization and an atrial fibrillation
ablation procedure. Consistent with this statement is the fact that ionly 50% of centers routinely employ ICE for these procedures (3).
Some centers feel strongly that ICE is a highly useful tool and
employ it routinely. Other centers feel equally passionate about the
opposing point of view and use ICE only in very selected cases,
based on the following considerations: 1) ICE adds cost; 2) it
requires an additional venous cannulation with its attendant risks;
and 3) it does not necessarily improve the safety and the efficacy of
the procedure. It is important to note that there are no randomized
prospective clinical trials that have provided definitive data on this
topic.
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Potential Pitfalls of
Meta-Analyses of Observational
Studies in Cardiovascular Research
We enjoyed reading the systematic review and meta-analysis by
Vlaar et al. (1) on the most appropriate percutaneous coronary
intervention (PCI) strategy in patients with acute myocardial
infarction (AMI) and concomitant multivessel disease (MVD).
Despite the Bayesian analyses, this study is potentially limited by
the chosen methodological approach.
The key methodological issue of the review by Vlaar et al. (1) is
he exploitation of unadjusted risk estimates stemming from observa-
ional studies. Unadjusted risk estimates are valid and robust when
rovided by a randomized clinical trial (but only for the compar-
son being the object of randomization). Conversely, they may be
